
[   ]    I have medically evaluated this patient and refer him/her for a hearing instrument evaluation as follows:

[   ] One or more of the situations listed below applies to this patient. Therefore, as required by Medicaid
regulations, I refer this patient to an audiologist for a hearing instrument evaluation/diagnosis:

[   ] None of the above situations applies to this patient. Either an audiologist or a hearing instrument
specialist may provide the hearing instrument evaluation.

[   ] A home hearing test may be required.

� COMPLETE EACH ITEM ON FORM.
� GIVE FIRST PAGE TO THE RECIPIENT TO

TAKE TO THE TESTING CENTER.
� RETAIN SECOND PAGE FOR YOUR FILES.

         NORMAL    PROBLEMS
       (Check below)      (Describe)

RIGHT Canal [   ] _____________

Ear Drum [   ] _____________

Middle Ear [   ] _____________

LEFT Canal [   ] _____________

Ear Drum [   ] _____________

Middle Ear [   ] _____________

      M            F

This form is required by Wisconsin Medicaid
when a hearing instrument specialist requires
prior authorization for a hearing instrument.

PRIOR AUTHORIZATION REQUEST FORM
PHYSICIAN OTOLOGICAL REPORT

1 PHYSICIAN NAME, ADDRESS (STREET, CITY, STATE, ZIP CODE)

5 PHYSICIAN�S TELEPHONE NUMBER

(          )

4 PHYSICIAN�S UPIN, MEDICAID, OR LICENSE NUMBER

2 EVALUATION DATE                                  3 PHYSICIAN�S SIGNATURE AND DATE

6 RECIPIENT�S MEDICAID ID NUMBER

9 RECIPIENT�S NAME (LAST, FIRST, M.I.) AS ON MEDICAID ID CARD

8 RECIPIENT ADDRESS (STREET, CITY, STATE, ZIP CODE)7 SEX

10 DATE OF BIRTH

11 MEDICAL HISTORY OF HEARING LOSS

12 PERTINENT OTOLOGICAL FINDINGS 13 ADDITIONAL FINDINGS
e.g. results of special studies, such as

caloric and postural tests (describe):

14 CLINICAL DIAGNOSIS OF HEARING STATUS

15 MEDICAL, COGNITIVE, OR DEVELOPMENTAL PROBLEMS

[   ] The patient is 21 years of age or under.
[   ] The patient is behaviorally or cognitively impaired.
[   ] The patient has other special needs requiring a comprehensive evaluation

or specialized diagnostic tools of a clinically certified evaluation.

          MM/DD/YYYY                             SIGNATURE      MM/DD/YYYY
M.D.

16 PHYSICIAN�S RECOMMENDATIONS (Check all applicable)

__  __  __  __  __  __  __  __  __  __
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